The protests of the older generation, who saw this as a threat to their traditions and independence, were ignored.
It can be seen, therefore, that historical and geographical factors have played a considerable role in making English the language which is written and understood by people from all parts of the world. But why was English chosen rather than French, once so widely used throughout Europe ? The reason is quite clear-English is an easier language to learn. The grammar is much less complicated than French, the most obvious factor being that English has only one gender whereas French has two and German even has three. The sentence structure is so simple that the reader can follow straightforward factual texts after a relatively short period of study. Admittedly, a much more thorough knowledge of the language is required to appreciate the intricacies of poetry or philosophy, but this hardly applies to medical publications. There are certainly problems involving spelling and pronunciation, but if some uniform system could be devised English would then be an extremely easy language to master.
However, just because English happens to be the language best suited to international usage, does this entitle the British to be so quick to criticize ? Before criticizing the linguistic quality of some medical publication, the reviewer of a book or an article might do well to consider for a few moments the tremendous task facing the research worker in South America or Eastern Europe who wants to pass on the results of his work to the entire medical world. Would this same reviewer be so quick to criticize if he had to write his own article in Portuguese or Polish ? The British are also particularly ill-qualified to criticize other people's use of English, as they themselves are so loath to use any language but their own. They are not prepared to consult articles written in other languages such as French, German, Spanish, or Italian, as can clearly be seen from the number of references made in bibliographies to works written in languages other than English.
The standard of English used in medical publications obviously cannot be raised without the active assistance of those for whom it is their mother tongue. Criticism after an article has been published does not help very much. At a much earlier stage, constructive criticism can be invaluable. Anyone writing in a foreign language is almost certain to make some errors in style or grammar, but it is often impossible to have these points checked. However much one is prepared to pay, there simply are not enough people with both medical and linguistic qualifications willing to check the language of papers before they are published.-I am, etc.,
Basle.
THOMAS KARGER.
Varicose Veins, Oral Contraceptives, and Thromboembolism SIR,-I read with interest the report made by Mr. H. 0. Jones and his colleagues (3 June, p. 637) on the fatal case of thromboembolism following injection treatment for varicose veins in a patient who was taking Conovid (norethynodrel and mestranol). This brings to a head some problems which have been causing me great anxiety in the past years.
There is now definite evidence (6 May, p. 355) that thromboembolic phenomena occur more commonly in patients taking oral contraceptives than in other non-pregnant women in the same age group. I feel it is preferable to delay using compression sclerotherapy on women taking " the pill " until they have been off oral contraceptives for three months, and I do this in my own practice. However, the initial work, it must be remembered, in this treatment for varicose veins was performed on pregnant patients, in whom there is still greater risk of thromboembolism. In 17 years we have treated over 20,000 patients, a fifth of whom were pregnant, and we have not had a case of fatal or proved pulmonary embolism among these patients. Mr. Aiken-Walker, in Reading, in a series of 1,000 patients has not been troubled with thromboembolic sequelae (personal communication).
Mr. Jones's letter brings up several points. He has stated that he has used the Fegan technique, and has created the impression that the result was satisfactory and measured up to the criteria laid down by us as satisfactory. (This is a short 2-in. (5-cm.) segment of hard fibrotic cord opposite the incompetent perforators without extension up the long saphenous.) I would like to ask Mr. Jones the following questions: (1) Was the patient's leg adequately compressed following injection ? (2) Was the empty vein technique used?
(3) Was the segment isolated ? (4) Did he place the Sorbo rubber pad over the course of the long saphenous vein and did the pad project from the uppermost margin of the bandage ? (5) Did the patient walk immediately following completion of the injection treatment ?
It is obvious from reading Mr. Jones's report that the technique was misused, because (a) 10 ml. of sclerosant is much too large a dose. We never inject more than 1 ml. of sclerosant at any time at any one site. (b) We would consider in our clinic the development of an ascending thrombophlebitis following injection treatment as a major disaster, and a discredit to the person using the technique. It is certainly not a satisfactory result as laid down by us and carried out in this department.
We have been for the past few years distressed by our inability to make people learning the technique understand the importance of knowing thoroughly every minute detail of the technique. Unless we succeed in teaching people the importance of a simple part of the technique such as bandaging, we feel that the technique will lead to a return to the old and properly discredited method of injecting varicose veins at random. It would be interesting to know if Mr. Jones carried out the bandaging himself. We have bitter experience of men coming to the clinic, learning the technique, returning to hospitals, and practising the techr,3que without sufficient knowledge of the bandaging technique.
There are four essential points to remember before taking up the technique: (1) One should appreciate what a perfect end result is. (2) Perfect end results should be obtained in 9 out of 10 cases.
(3) A clinic should be specifically devoted to this treatment and all equipment required should be contained therein. (4) All cases should be followed up for an interval of months and years to ensure that the end results are not short-lived. We are well aware that the technique is being used widely and are anxious that these points are understood.
To the question " Can the end result as laid down by me be produced by others ? " the answer is yes. My colleagues in this clinic produce the correct end results, and I have had the pleasure of visiting other centres in England where I have seen facsimile end results produced-for example, at Mr. Wilson SIR,-I read with interest the report by Mr. H. 0. Jones and his colleagues (3 June, p. 637) of the death of a patient taking oral anovulatory hormones, following injection treatment of varicose veins. As they correctly say " thromboembolic complications of the Fegan method have not previously been reported, although about 20,000 patients have now been treated, many of them during pregnancy."
The case they report certainly does not alter this fact, as their description of treatment employing a total of 10 ml. of sodium tetradecyl in one leg at one injection session cannot by any stretch of imagination be described as " the usual Fegan technique."
To my mind this case report reflects neither on the anovulatory hormone used or on the Fegan method, but is a reminder that unless the Fegan technique is employed accurately and painstakingly we are back to the old injection treatment with all the dire results which followed. This point has been repeatedly stressed by Fegan in his writings.`-I am, etc., , 1964 , , 68, 757. -Lancer, 1963 Potentiation of Anticoagulants SIR,-There have been several reports of the potentiation of coumarin anticoagulants by the pyrazole derivatives phenylbutazone and oxyphenbutazone.'-5 The paper by Hobbs et al. is the only one on this subject to have appeared in the British press, and as the potential danger of this combination of drugs is not perhaps as widely recognized as it should be the following case is reported.
A man aged 56 presented with renal colic and was noted to be myxoedematous in August 1966. In September he had a right ureterolithotomy. In December he developed bilateral deep-vein thrombosis for which he was given warfarin sodium. On a daily dose of 6 mg. the prothrombin ratio was 2.2 on 30 January 1967, and 1.7 on 27 February. On 6 March he was given indomethacin 25 mg., three times a day, because of severe symptoms of bilateral pericapsulitis of the shoulders that had not been relieved by paracetamol. On 22 March the symptoms were un-Correspondence 839 changed and the indomethacin was replaced by phenylbutazone 100 mg., three times a day. On 29 March the prothrombin ratio was 2.7 and the dose of warfarin was reduced to 4.5 mg. per day. On 10 April he complained of spontaneous bruising on his hands and trunk. Theprothrombin time was found to be 3.9, routine haematology proving normal. All drugs were stopped, no new purpura appeared, and seven days later the prothrombin ratio was 1.1.
Phenylbutazone had been prescribed six years previously for pain due to a lumbar disc lesion without any side-effects.
Brodie' has drawn 'attention to the fact that several acidic drugs appear to compete for protein-binding sites. These drugs included tolbutamide, sulphonamides, and salicylates as well as the coumarins and phenylbutazone. Displacement of one such drug by another, giving increased unbound concentrations of the former at target sites, probably accounts for the potentiation of coumarins by pyrazole derivatives.7
The patient reported here did not develop haemorrhagic conmplications while taking indomethacin. However, this drug should also probably be used with circumspection in patients on coumarin anticoagulants in view of the similarity of its action to that of phenylbutazone in displacing protein-bound molecules.!-We are, etc., Wschr., 1956 , 86, 1194 . 2 Kindermann, A., Derm. Wschr., 1961 Fox, S. L., 7. Amer. mod. Ass., 1964 , 188, 320. Eisen, M. J., ibid.. 1964 189, 64. Hobbs, C. B., Miller, A. L., and Thornley, J. H., Postgrad. med. I., 1965 , 41, 563. Brodie B. B., Proc. roy. Soc. Med., 1965 7Aggeler, P. M. OReilly, R. A., Leong, L., and Kowit, P. i., New Engi. 7. Med., 1967. 276, 496. Typhoid Fever-30 Years On SIR,-I have recently encountered a case of a woman who has been a bateriologically proved carrier of Salmonella typhi for 3{0 years. The records show she contracted typhoid fever in 1937, at which time it was not possible to clear up her carrier state. After several months in hospital, suffering considerably from the regimen of intestinal antiseptics that was then the only hope of eradicating the organism, she took her own discharge,' still excreting S. typhi. She and her husband lived in a remote farmhouse some miles away from the nearest hamlet. The records state she refused to submit further samples of faeces.
Her case was evidently lost sight of as the years went by, with no further cases of typhoid fever. Her children grew up and had children of their own, and the whole family regularly visited her to eat food that she prepared. It speaks well for the precautions she carried out that until this year no case of typhoid fever could be traced back to her.
Her carrier state came to light again when in January of this year her husband was admitted to hospital with atypical typhoid fever. His illness started in December with pyrexia, and after a few days he developed localizing signs of pneumonia. This failed to respond to antibiotics, and so he was admitted to hospital. There also his pneu-monia and fever failed to respond to antibiotics. As a routine investigation, to exclude brucellosis, etc., blood was taken for agglutinations, and it was found that he had a raised titre of agglutinins for S. typhi This titre rose later in the illness, and the organism was grown from blood culture. Despite treatment with chloramphenicol and ampicillin, to which the organism was sensitive in vitro, he collapsed and died. During the whole of his stay in hospital he had no diarrhoea.
All his close contacts were examined, and his wife was once again shown to be carrying the organism. Fortunately none of her many family contacts developed the disease, and tests showed there were no other carriers in the family. Remembering her unfortunate experiences of hospital treatment in 1937, she refused to go into hospital, but so far she has produced several negative faeces and urine samples after treatment at home with ampicillin and probenecid.
While 30 years of carrying S. typhi is probably not a record, a case where in 30 years only the carrier's closest contact, her spouse, has been infected seemed sufficiently unusual to report.-I am, etc., Spalding, Lincs. J. M. MORFITT.
Penetating Wound of the Orbit SIR,-Penetrating wounds of the orbit are rare in civilian practice. An umbrella ferrule caused the death of a patient in 1866, described by Morgan, quoted by Lawson.' This report describes the successful removal of the ferrule of an umbrella from the left orbit.
A 24-year-old male patient attempted to settle an argument by force late in the evening of 17 December 1965; resulting in admission to the Plymouth neurosurgical unit. On Examination the left palpebral fissure was seen to be completely filled by the foreign body. The patient retained full consciousness and was able to give an account of himself. The right pupil reacted normally to light and accommodation. The only abnormal neurological signs were complete right fifth and sixth nerve palsies, Plain radiographs of the skull showed the position of the foreign body (Pip. 1 and 2). Angiography carried out under general anaesthesia seven hours after admission demonstrated a very slow circulation through the right carotid tree. The antero-posterior iolection of the left carotid angiogram revealed the path of the object across the midline, in addition to the demonstration of a nearly complete crosscirculation from left to right coahiling that the flow through the right internal carotid artery was partially obsucted at the kvol of the cavernous sinus.
The ferrule (10 cm. long) was removed completely in one movement by twisting it in an andiclockwise direction out of the left orbit. Towards the end of this manceuvre the anaesthetist reported a marked fall in the patients blood pressure and a severe haemorrhage through both nosteils took place. The right common carotid arry, exposed at the start of the operation, was occluded. The globe of ihe left eye was rapidly enucleated in order to pack the track of the foreign body with gelfoam. Pressure applied was withdrawn after 10 minutes, and since no further bleeding occurred the temporary occlusion of the right common carotid artery in the neck was released. The operation was concluded within the hour.
Recovery was uneventful. Three months later the patient returned to work. Minimal hypoaesthesia of the ophthalmic division of the Tight fifth nerve and a partial paresis of the right sixth nerve were the only neurological signs. Sensation of the tongue had returned to normal.
Examination of left eye showed that the optic nerve was avulsed, but there was no externhaevidence of other injury. (In the authoeks opinion this "avulsion" was surgical and not traumatic.)
The microscopical report was: " Sections show avulsion of the optic nerve and there is mild cellular infiltration in the episclera. A little haemorrhagic and cellular debris Is present in the anterior chamber and the epithelium of the iris and cidiary body on one side is disrupted and disorganized. A few chronic inflammat cells are seen in the uvea and there are cystoid degenerative changes at the periphery of the retina, but otherwise the eye s1hws no obvious abnormality." 
